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October 18, 1990

Dear Colleague:

In response to your inquiry, enclosed is a copy of the ngress:
Deinstitutionalization Policy and Homelessness. This report was prepared by the
National Institute of Mental Health (NIMH) and submitted to the Congress by the
Secretary of the Department of Health and Human Services on May 23, 1990. This
report provides an historical overview of deinstitutionalization of mentaly ill individuals,
examines the growth of the homeless population, and analyzes the relationship between
deinstitutionalization and homelessness. In addition, it reviews relevant Federal
initiatives and, among a number of Action Steps, recommends the formation of a Task
Force on Severe Mental Iliness and Homelessness. This 18-month Task Force has a
broad mandate to examine the systemic problems that make severely mentally ill people
particularly vulnerable to homelessness. -

The Task Force will review research findings and solicit expert advice to determine;

0 Effective approaches for providing treatments and coordination of appropriate
services to severely mentally ill persons, particularly those who are homeless;

0 The prevalence, causes, and treatment of major mental illnesses among the
homel ess population;

0 The causes and prevention of homelessness among severely mentally ill persons;

0 Factors that impede access of severely mentally ill persons, particularly those

among them who are homeless or at high risk of homelessness, to housing,
mental health, income support, and human service programs.

Based on this review, the Task Force will prepare recommendations to be forwarded to
the Federal Interagency Council on the Homeless outlining an appropriate course of
action (including legidative proposals, regulations, and/or Executive Branch programs)
so that the Executive Branch can assist States and localities in better meeting the
housing, treatment and support needs of severely mentaly ill and homeless mentally ill
persons.



If you have any suggestions or comments you wish to convey to the Task Force on this

report or on the broader topic of homelessness and mental illness, please send them to
me at the address below.

Sincerely,

V. b1 se
Irene S. Levine, Ph.D., Director
Office of Programs for the Homeless Mentally 11l
National Institute of Mental Health
5600 Fishers Lane Room 7C-06
Rockville, Maryland 20857
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EXECUTIVE SIMMARY
DEINSTTTUTIONALIZATION POLICY AND HOMELPSSNESS
A REPORT T0 THE U.S. CONGRESS

Section 603 of Public Law 100-77, the Stewart B. McKimmey Hmeless
Asgistance Act, required the Department of Health and Human Services to
coduct a study of the contribution of State mental health
deinstitutionalization policies to hamelessness. This report presents the
findings, conclusions, and recammendations of that study.

DPeinstitutionalization

*Deinstitutionalization® refers to an overall reduction in the use of
State mental hospitals and a general increase in the use of commity
mental health sexvices that has ocourred over the past 30 years.
Deinstitutionalization has been characterized by four trerds:

1. Reduction in mmbers of State mental hospital residents: In
1950, 512,501 persons resided in U.S. mental hospitals; by 1986

: ﬂ:emnberhadfallmtolOBSOO,anBOpercmtdecmue

2. Diversion of patients awey from State mental bospitals: There
has been a reduction in use of State mental hoepitals in
camparison with general hospitals, and a reduction in use of
inpatient care in camparison with ocutpatient care.

3. Decxease in average length of stay in inpatient mental health
facilities: The average mumber of days per inpatient treatment
episcde fell from 99 days in 1969 to 37 days in 1986.

4. Expmnsion of commmity mental bealth services: Episodes of
cutpatient mental health care increased from 379,000 in 1955 to
5.6 million in 1986.

Many factors coalesced to bring about deinstitutionalization. These
include: exposes on poor conditions in State hospitals, advances in
mental health treatment, changes in tyeatment philosophy, greater
recognition of the legal rights of mentally ill persons, and incentives to
States to shift same costs of mental health treatment to the Federal
Goverrment.,

The change fram an institution-based to a cammity-besed mental health
system has been positive in many respects. Assisted by psychotropic
Mimﬁms,oﬂmummwﬁaerﬁm,mﬂ/mmmt&mfmﬂycm
friends, many severely mentally ill persans are able to live successfully
cutside of mental hospitals. Unfortunately, deinstitutionalisation has
been plagued by problams as well. Although there are many demonstrably
effective caormmity-based models of mental health care, such services are
not widely available in all conmmities. Most cammmities lack an
adeqmterangeofsv@portedlnzsmgogtimsardsufferfxmahdcof
coordination among social service agencies. The camprehansive carmmity
nemtalhealﬂxsystanfortheaeverelynmtaﬂyﬂlpcpﬂatimﬂutmto
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accampany the massive reduction of Statemtallnspitalmllstnsnever
fully materialized.

Eamelessness

Section 103 of the McKimney Act defines a hameless person as ane who

*lacks a fixed, reqular, and adequate nighttime residence” or whose
rrimary nighttime residence is a shelter, a "temparary instritrtion for
inhvidmlsintaﬂedtoheinsﬁmﬁmlized,arambncarp:ivatephce
mtdesignedfar,oroxdim.d.lyusedas,amguhrslequgamm
for huaman beings.®

No precise estimates of the size of the hameless population are available.
A reliable estimate is that approximataely 567,000 to 600,000 perscns are
heless on any given night. PFurthermore, hameless persans are socially
diverseardhavenﬂtiplep:cblmmdae:vicemeds,hnl\dmgghyucal
and mental health problems, substance abuse problems, lack of income, and
poor social supports. Approximately ane-third of the hameless population
suffer fram severe mental illnesses such as schizophrenia, depression,
manic-depression, and perscnality disarders. Approximately one-fourth of
hameless pecple -have had psychiatric hospitalizations in the past. Theee
segments of the hameless population do not overlap cmpletely,

hameless mentally i1l people have never received

hospitalization, and many foarmerly institutionalized hmeless individuals
are not currently in need of mental health sexrvices.

Many factors contribute to hamelessness, including hamelessness among
those with mental illness: ‘

1. lack of affordable housing: Between 1970 and 1980 approximately
1 million single roam occupancy (SRO) units, almoet one-half the
Nation’s total, were converted to other uses ox .
Mcreover, the contimiing detericration of public units
has also contributed to the shortage of affardable housing.

2. Poverty: A decline in the percentage of Amaricans living below
the poverty level in recent years has bsen so minimal that it
constitutes almet no change. The estimate of 31.1 million
persans living below the poverty level in 1988 follows a plateau
in this rate begiming in 1986. During the late 1970s and
gg%,ﬂumlvalmofmxymumbaﬁitsum

3. Frageentation of services: Homeless pecple must negotiate
conplex hureaucracies to obtain housing, health care,
employment, incame support, and social sexvices.

4. Ilack of persanal and social spports: Conpared with other
people, those who are hamelees are more likely to lack personal
and social supports ar to have exhausted those they had.

Severe mental illness can also contribute to hamelessness. Like physical
disability, alccholism, an abusive relationship, or old age, mental
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disability can place one at higher risk of losing ane’s housing or
erployment, and can impede ane’s ability to cope with cxises.

Relationship Between Deinstitutionalization and Homelessness

The relationship between deinstitutionalization and hamelessness is
extramely caplex and difficult to analyze. Longitidinal follow-up data
on mentally ill persons who were discharged or diverted from mental:
hospitals are not widely available, Statistics about the mber of
patiamtsvboweredeinstiwtiannzadexplainlitueahwt\hid\ patients
ﬂaeeme,dmeﬂeymt,arﬁtuwﬂeyfam

Nmer.beless, it is posesible to make same general cbeexrvations of the
extent to which the deinstitutionalization policies of the States may have
cntributed to hamelessness:

1. Deinstitutionalization was not a primary canse of homelessness
in general. Two-thirds of the hameless population are not
severely mentally {11, and deinstitutionalization bears no
relationship to their homelesaness.

2. Most deinstitutionalized, severely sentally 111 persons are not
bameless. Although no definitive counts are available far
either the total deinstitutionalized population or the hameless
mentally ill population, the farmer far cutmmbers the latter.

3. Deinstiturtiopalirzation has comtributed to homelessness asong
scxe severely mentally 111 persons. The abeence of
caprehensive mental health services and residential supports,
augmented by the overall shortage of affardable housing, the
growth of poverty, fragmentation of sexvices, and lack of
supports, has left many mentally ill persons hameless. This is
not to say, however, that all of these pecple are hameless
aolelgﬁecauseofﬁ:eixdiadnrgeardimimﬁmamm

4. "Reinstitutionalization® will not solve the pxoblem of
hoselessness in ganeral or asong mentally i1] persans. In fact,
reinstitntionalization is inappropriate for sost homeless
mentally i1l persons. The real precipitating causes of
hamelessness seem to be the housing shortage, poverty,
fragmentation of services, and hreakdown in Ay -
eolutimtoﬂnepmblanof)mlassneesmstadirassﬂue
causes. Rehospitalization is not medically necessary for most
people who are severely mentally i11 and hameless. The
medications and therapies that spurred deinstitutionalization in
the first place make it possible for most severely mentally ill
persans to live in the cammity if provided with adequate

Conclusions

Our review of research on deinstitutionalization and its relationship to
homeleseness suggests that deinstitutionalization is only one of many
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factars cmtributmgto}meleemsm:gmtallympemms
However, far the many reasons described in this report, ﬂaemutally;ll

are overrerresented among the hameless.

Severely mentally {11 individuals who are hameless require a range of
housing and comamity support sexrvices in addition to mental health
treatment. In our present system of care, responsibility for meeting
these multiple needs is generally fragmented across different layers of
Government and among different health, mental health, housing, and other
human service agencies. While there are a wide range of Federal programs
(outlined in Chapter VI of this report) available to provide assistance
to hameless mentally ill persons, our findings suggest that Federal
programs often inadvertently create barriers and financial disincentives

to appropriate care.

Action Stepes

Further stepe that the Department of Health and Ruman Services interds to
take as a result of this review, in arder to provide leadership to assist
States and camumities to respand better to the needs of the hameless
mentally ill, are:

o The Department of Health and Human Services will be

‘ annouancing a new round of FY 1990 Mental Health
Demnistration projects using McKinney Act and other PHS
resources to improve treatment and care of severely
mentally ill individuals who are hameless or at risk of

becaning hameless; and

o The Department of Health and Human Services will be
collaborating with HUD on programs and projects which
cambine Mental Health treatment with housing
assistance. —

In addition, the Department of Haalth and Human Services has accepted a
recamendation from the Director of NIMH that a Task Force on Severe
Mental Illness and Hamelessness be formed to prepare a plan for Federal
research to systemtically examines

~The causes and prevention of homelessness among severely
mentally i1l persons;
-ﬁspmevﬂmarﬂtypasofmjcmmtalﬂhessesmmgﬂe
hameless population;

~The causes and treatment of severe mental illness;

-Effective approaches for providing treatments and coordinating
services to severely mentally ill persons, :l.nclu:lingthoeevho
are hameless; and

~Factors that impede access of severly mentally {11 persans,



Because of the importance of this issue, the Department of Health and .
Buman Services will designate the Director of the National Institute of
Mental Health to chair this Task Force on Severe Mental Illness and -
Homelessness, with assistance frum the heads of the Bealth Care Financing
Administyation, and the Social Security Administration. Other
participants will include representatives of HUD, DOL, and VA; State and
local levels of govermment; non-profit providers and research ,
crganizations; and members of the private sector, who either

finance, manage, or provide services to the hameless mentally i1l.

Once accepted, the plan developed by the Task Force on Severe Mental
Illness and Hamelessness shall be forwarded to the Federal Interagency
Council on the Homeless 8o that the Executive Branch can outline a course
of action (including legislative proposals, regulations, and/or Executive
branch programs) that will enable States and localities to better meet
the housing, treatment, and suppart needs of severely mentally 111 and
hameless mentally ill persons.

The Stewart B. McKimney Homeless Assistance Act established the Federal
Interagency Council an the Hareless to coordinate all federal programs far
hameless persans, and provide technical assistance to states, local
govermments, and other public and private nonprofit crganizations which
are serving hameless persans. The Task Force on Severe Mental Illness and
Hamelessness will have a distinctively different mandate. It will focus
‘not an hamelessness broadly, but upon hamelessness among severely mentally
ill persons. By addressing the systemic problems that make severely

- mentally ill people particularly vulnerable to homelesaness, this could
help abate the growth of this sizeable segment of the hameless population.



I. IRTRODOCTION

In July 1987, Congress approved and the President signed Public law 100-
77, the Stewart B. McKimney Homeless Assistance Act, which authorized a -
caprehensive array of housing, shelter, food, health and mental health
. care, substance abuse treatment, job training, education, and veterans’
services for hameless persons. Section 603 of the Act required that the
Secretary of the Department of Health and Human Services conduct a study
to determine "the extent to which the mental health deinstitutionalization
policies of the States are contributing to the problem of homelesaness.*
It also required that the Secretary sulmit the findings of such a study to
Congress, "including any recamendations... with respect to administrative
arnd legislative initiatives that can reduce the mmber of chronically
mentally i1l individuals who are hameless.” The Secretary delegated
respansibility for this stidy to the National Institute of Mental Health
(NIMH) .

This report presents the results of that NIMH study and the
recamendations staming fram it. It is based upon a review of the
literature on deinstitutionalization and harelessness and a review of the
. experiences of five States (conducted by Policy Resources, Inc., in

! wWashington, D.C., Contract No. 278-87-026 (PA)), augmented by NIMH data.

Sectimnofthereportpmvidesanhisto:icalwerviaﬂofﬂa
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examines the growth of the hameless population. Section IV analyzes the
relationship between hamelessness and deinstitutionalization, and
Section V presents conclusions regarding that relationship. Section VI
reviews Federal initiatives on behalf of mentally i1l and hameless
persans. Purther steps to be taken by the Department of Health and Human
Services are presented in Section VII. :




II. DEINSTTTUTTONALIZATION

Deinstitutionalization* and homelessness* are both camplicated topics in
their own right. Befare analyzing the relationship between them, it is
necessary to understand their individual contours. This section of the
report provides a hrief background on severe mental illness and
deinstitutionalization. It addresses the following questions: How many
persans in this country are severely mentally ill? What services do
severely mentally ill people need? What factaors contributed to
deinstitutionalization and what was its course? What were same of the
successes and problems related to deinstitutionalization?

of 111 Persons

Estimating the mmber of severely memtally ill* individuals in this
contry is a difficult task because the population is dispersed across
many settings. Based upon a survey of a range of mental health

in each State, the Naticnal Institute of Mental Health (NIMH) estimates
that in 1977 there were 2.4 million severely mentally i1l persons in the
United States. Of these, approximately 900,000 resided in mursing homes
or mental hospitals, and about 1.5 million lived in the commity, same
with occasional brief hospitalizations. By 1985, the severely mentally
i1] population had increased moderately to almost 2.8 million, with about
1.2 million residing in mursing hames or mental hospitals and 1.6 million
in the commity. The propartion of the general adult population with
severe mental illness has remained relatively constant at about 1 percent
over the years (U.S. Department of Healﬂxani!ﬂmnSe:vies, 1980;
Goldman, Gattozzi, and Taube, 1581).

Service Needs of Severely Mentally 111 Persons

Severely mertally i1l persons often have multiple, long-term disabilities
that interfere with activities of daily living. These may include -
difficulties in securing or maintaining employment or housing, sustaining
relationships, or meeting basic subsistence, health, and mental health
care needs. ‘Ibassistseverelymttallympaoplewithﬁme
disabilities, the following types of services should be available in evm'y
camunity (National Institute of Mental Health, 1987b):

client identification and outreach
mental health treatment
crisis-response services

health and dental care

housing

income support and entitlements
peer support

0000000

* See definitions, Appendix A.



family and ccnnunity support
rehahilitation services
protection and advocacy
Jindividualized case management

Priar to deinstitutionalization, State hoepitals provided for most of the
needs of severely mentally i1l persons. Now mentally i1l individuals in
the cammity must seek cut these services on their own, often from
diverse agencies.

Factars Contributing to Deinstitutionalization

During the past 30 years, the U.S. mental health service system has
undergone a dramatic transformation. The care of the severely mentally
111, once predmminantly the respaneibility of State mental hospitals, now
occurs in diverse settings—medical and psychiatric, inpatient and
outpatient, publicardprivate. Profound changes in the funding,

and technology of mental health care have contributed to this
mnsfcmnt.im The deliberate shift frum mental hospital-based inpatient
m:etocammity—basedw@atimtmmmﬁmaghﬂamsm
as "deinstitutionalization.”

00O

For patients with severe mental illness, the results of this process have
been a mixed blessing. Many patients fortunate to have or find adequate
human and financial rescurces to help them cope with the meny damands of
cammity living have carved out successful lives outside of institutional
settings. Oﬂemmsiuplymved&maamﬁmtmt(a
mental hospital) to another (a mxeing hame). Still others live
mﬁmalymﬂﬂmmiq,dmﬁmmmmmmﬁml
and psychiatric institutions and a marginal commity life marked by

tion and misery, unable to cbtain rudimentary resources such as
shelter, food, and health care. To understand the issues surrounding the
latter group—-many of wham now appear among the rolls of the hamelees—it
is important to understand how the histarical process of
deinstitutionalization ocaurred, and how its camplex intended and
umintended effects on the severely mentally i11 arcvee.

A muber of factars coalesced to hring about deinstitutionalization,
including mass-media exposes on conditions in State hospitals, advances in
mental health treatment, shifts in treatment philosophy, changes in the
legal rights of mentally i1l persons, and incentives to States to shift
mare of the costs of mental health treatment to the Federal Govermment.

tions te Men
In the 19408, joumalists began to expose inhumane conditions in
overcrowded and understaffed State mental hospitals (Deutsch, 1948;
Gorman, 1948). At that time, sedation and restraints were used more often

thannecessaxy,andlittleacdvethempyvasmi]ablatolnspim
residents. The custodial nature of care made many hospitals seam more
like prisons than therapeutic havens. Refornm-minded professionals and
lay persons alike began to perceive these institutions as inherently
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detrimental to patients, and they locked for ways to improve hospital
corditions and create better treatment alternatives (Foley and Sharfstein,
1983; Goffman, 1961).

Mental Health tment and i '

Spurred by these reformers and by the concurrent development of new
mental health treatment technologies in the 1950s, especially the advent
of antipsychotic medication, a ghift in values began that stimulated the
transition to cammity-based mental health care. This new approach is -
camonly known as the "commity mental health movement.”

The new drug treatments controlled severe symptams and offered the
potential of enabling a large propartion of mentally i1l individuals to
live successfully outside of the mental hospital. There was also a
similtanecus focus on creating a “therapeutic milien" inside the
hospital, Mental health professionals began slowly to alter their

ans of all mentally ill persons as hopelessly, permanently
disabled. Public education campaigns by the National Institute of Mental
Health, which was established by the National Mental Health Act of 1946,
also stimilated a change in pecple’s attitudes toward mentally i1l

The Camamity Mental Health Centers Act, passed by Congress in 1963,
provided Pederal funding for the construction and staffing of
caprehensive cammity mental health centers ((MHCs), providing
outpatient, inpatient, emergency, consultation, and partial
hospitalization services for all persons living in defined "catclment®
areas. This Federal seed money for cammity mental health sexvices was
ancther major stimilus to deinstitutionalization. However, only 768 of
the 1500 OMHCs ariginally envisioned acroes the country were ever funded,
ard it is estimated that only 737 of these are still operating.

Changes in Tegal Rights of Mentally I11 Persons

and attitides about mental haalth care also stimilated dungas
the laws the rights of mentally ill perscns. Toward the end of
the 1960s, scme courts began to affirm a right to treatment (rather than

just custodial care) on the basis of State statute or the United States
Constitution (see, for example, Rouse v. Cameron, and Wyatt v. Stickney).
Other courts (e.g., New York State Association for Retarded Children v.
ng),hwaver,didmtgoﬂﬁsfar,hxtreccgnizedadghttopmwcdm
fram harmm, including deteriaration of cne’s condition due to neglect.
U.S. &mcmnmm:amizedawmmﬁmld@ttomm
health treatment; however, in Yomgberg v. Romeo (1982) it held that
mstimtimalizednettany:etudedpezsmshadacmstimﬁanlnghtto
*minimally adequate or reasonable training,* if that training would assist
ﬂminbeccmingm:eirdepedmt.

Many courts also began to recognize the right, based on State statutes, to
mental health sexvices provided in the least restrictive setting possible
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- (see, for example, Dixon v. Weinberger), and same courts overturned broad
civil camitment laws that permitted indefinite hospitalization of
mentally i1] persons simply because they needed treatment (see, for
example, lessard v. Schmidt). In response, State legislatures began to
pass laws that required that persans be mentally ill and dangerous to
themselves ar others before they can be involuntarily committed.

of te to the t

Ancther significant spur to deinstitutionalization in same States was the
desire to reduce the costs of mental health treatment bomme by the States.
The creation of the FPederal Medicaid program in the mid-1960s enabled
States to transfer same costs of mental health care to the Pederal
Govermment by moving patients from State mental hospitals (not well.

persons living in the commmity. The Social Security Disability Insurance

persons who had previously paid into the Social Security fund or who were
beneficiaries of others who had contributed. The availahility of SSI ard
SSDI funds made it feasible for many fommerly institutionalized mentally
111 persons to affard to live independently in the cammmity.

Implementation of Deinstitutionalization

The main goals of deinstitutionalization were to reduce inappropriate and
umecessary hospitalizations and to expand the availability of commmity-
based mental health and supportive services for mentally ill persons.
Deinstitutionalization has been characterized by four trends: reduction
in mmbers of State hospital residents, diversion of patients away fxom
State hospitals, decrease in average length of stay in inpatient mental
health facilities, and expansion of camumity mental health and supportive
services. Befare examining these trends on a national scale, it is
important to note that the process of deinstitutionalization has varied
significantly fram State to State in terme of its rapidity, timing, and
plamning, and in the extent and quality of camumity services available
for mentally i1l people. Therefare, generalizatitns from individual State
data can be misleading and must be made with caution.

an in Number o te tal idents

The mmber of residents in public mental hospitals in the (then 48)

States and the District Of Columbia in 1950 was 512, 501; by 1986 the
mmber i N the 50 States had fallen to 108, 800, an 80 percent decrease
(President’s Comission on Mental Health, 1978, Table 3; National
Institute Of Mental Heal th, 1988). Therate Of reduction of the resident
public mental hospital population acroes all the States followed a pattern
of acceleration and deceleration in five stages:




a) 1956-1965: anmual decreases of 1 to 3 percent
'b) 1966-1971: ammal decreases of 5 to 9 percent
c) 1972-1976:  anmual decreases of 10 to 13 percent;
d) 1977-1985: - anmual decreases of 5 to 7 percent;
e) 1986-1987: anmal decrease of 1 percent.

“e “e

Dntil 1969, hich rates of hospital discharge were partially offset by an
increase in admission rates. After 1969, decreased admission rates,
coupled with increased discharge rates, reduced the overall resident
hoepital population. State mental hospitals had fewer residents in 1986
(ﬂ\emst:acaxtyea.rfm:vtxidtdataaraavailable) than at any time since

mexecmctim_inthemnberofsutemtalmspitalmsidmtshashad
only a modest impact on expenditures for State hoepitals. Expenditures in
constant dollars for all State hospitals decreased from $1,814,101,000 in
1969 to $1,659,287,000 in 1986, a 9 percent reduction (National Institute
of Mental Health, 1987a, Table 2.12b). |

Piversion ‘
The second trend associated with deinstifutionalization is the diversion

of severely mentally ill persons away from State mental hospitals. One
,ofdivamsimisﬂem:cadnseofsutemlmspims(as o
opposed to other inpatient treatment programs, such as those of general
hoepitals). Between 1955 and 1986 the mmber of episodes* of inpatient
treatment in State hospitals decreased from 502 to 192 per 100,000
population (President’s Cormission on Mental Health, 1978, Table 2;
Rational Institute of Mental Health, 1983). Tmken alme, theee figures
mnbemisleadingbecauseﬁemteofmpaﬁmtmllmlﬂ\mmt*
msmtypesofmﬁmtfamiﬁmamnymﬁadneadyduing
this period: 795 inpatient episcdes pex 100,000 population in 1955, and
798 episodes per 100,000 in 1986 (unpublished survey data, Survey ard
Reports Branch, Division of Ricmetry and Applied Services, National
Institute of Mental Health). Inpatient hoepitalization occurs Just as
Afxequmtlytodayasitdidwyeamago;thelomsofmpaﬁsttcuem :
simply shifted—primarily from State mental hospitals to acute peychiatric
wards of genaral hospitals. : ‘ o o :

55= a=fTnitions, Appendix A.



Ancther aspect of diversion is the recuced use of inpatient treatment in
caparison with cutpatient treatment. While per capita mates of
inpatient treatment have remained constant, per capita rates of cutpatient
treatment have increased greatly. The rate of cutpatient mental health
treatment increased from 576 per 100,000 population in 1969, to 1,175 per
100,000 population in 1986—more t.han a 100 percent increase.

Yet, many severely mentally ill, deinstimtimlizedpa:wmdidmt
receive outpatient mental health sexrvices after their discharge or
diversion fram the hospital. Rather, most of the recipients of expanded
outpatient mental health services were new patients with lees severe,

- acute mental health problems.

Severely mentally i1l persons were not a pricrity population for meny
cammity mental health centers in the 1960s and 1970s; as a result, this
population did not participate to a great extent in the expansion of
cutpatient services. Therefare, while in the aggregate there was
diversion fram inpatient to outpatient sexvices, many severely mentally
111 persons were frequently diverted from inpatient care without

te care in the camumity. Since the establishment of the
National Institute of Mental Health Comamity Support Program in 1977 and
the Alcahol, Drug Abuse, and Mental Health Block Grant program in 1981,
States and commmity mental health centers have intensified their focus on
cammnity services for severely mentally ill persons (larsen and Jerrell,
1986).

Decrease in length of Stay

The third trend associated with deinstitutionalization is the decrease in
average lengths of stay in inpatient facilities. In 1969, State mental
hospitals provided an average of 175 days of care per treatment episcde,
and general hospitals provided an average of 12 days of care per episcde
for psychiatric disorders. By 1986, State mental hospital stays averaged
85 days per episode, and those in general hospitals averaged 14 days, anly
a slight increase offsetting the dramatic 51 percent reduction in State

- hoepital days (National Institute of Mental Health, 1987a, Tables 2.4 and
2.5). The average mmber of days per episcde across all types of mental
health inpatient facilities (including State mental hospitals, private
peychiatric hospitals, general hospitals, Veterans Administration
psychiatric services, inpatient wards of camumnity mental health centers,
and residential treatment centers for emotionally disturbed children) fell
fram 99 days in 1969 to 37 days in 1986 (see citation above).

The fourth trend associated with deinstitutionalization is the expansion
of cammity-based mental health services and of expenditures for these
sexrvices. In 1955, appraximately 379,000 episcdes of cutpatient mental
health care were provided, ethe::ewm:ealmst13mnlimqﬁsodesof



impatient peychiatric care (President’s Camission on Mental Health,
1978). By 1986, episcdes Of outpatient care had risen to almoet 5.6
million, wmleep.:.sod&sof inpatient care had increased moderately to 1.9
million.

The expansion of commity-based mental health services is reflected in
expenditures. Overall mental health expenditures (Federal, State, local,
and private) increased from $3.3 billion to $4.9 hillion in constant
dollars from 1969 to 1986 (National Institute of Mental Health, 1987a,
Table 2.12b). Increasad expenditures for non-inpatient and camamity
residential mental health services (fram $390 million in 1969 to over $1.1
hillion in 1986) camprised about 44 percent of this increase.

Despite the overall expansion of financial suppart for comumity-based
mental health services, however, moet State resources are still devoted to
institutional services. In 1985, 17 States allocated 70 percent or more
of their mental health budgets to inpatient care, and only 7 States
allocated less than half of their mental health budgets for inpatient
services (National Association of State Mental Health Program Directors,
1987).

In sumary, deinstitutionalization has involved far more than the sinple
release of hospital patients into the camumity. Reduced admissions to
State mental hospitals have been offset by increased admissions to general
hospitals. Although per capita rates of inpatient treatment have remained
constant, per capita rates of cutpatient treatment have increased ,
considerably. In addition, psychiatric inpatients tend to have shorter
lengths of stay in institutions today, whether those be State mental
hospitals or general hospital psychiatric sexrvices. This means that at
any given time, most severely mentally ill persons are living in the
comumity. Many of them are receiving camumity-based mental health
services. Unfartinately, many are not. The following section describes
sane of the successes and problems in the implementation of
deinstitutionalization, including the shortage of caommmity-based mental
health care.

ses and 1 eams ] exmen 1 -

'Bxeahiftfrmaninstitrtim—basedtoacmmity—buedmlhealth
system has been positive in many respects. Assisted by peychotropic
medications, other treatment and services, and/ar support from family or
friends, many severely mentally ill persons are able to live successfully
outside of mental hospitals. Bven when mentally ill individuals require
emergency hoepitalization, their stays are usually much shorter than they
axe were. In addition, coditions in most State mental hospitals have
improved greatly; overcrowding and understaffing are no longer as severe
as they were 30 to 40 years ago. Consequently, patients receive more
persanalized attention than in the past. The development of
individualized treatment plans for inpatients is now mandated in many
State hospitals.



Many severely mentally ill persons require more than medication, therapy,
and personal supports in crder to live successfully in the cammumnity.
They may also require, for example, commmnity crisis-response sexvices,
supportive housing, assistance with daily living tasks, or vocational
training. Over the past 20 years, there has been a proliferation of
cammity-based mental health programs. Many of theee mcdels have proven
effective in reducing symptamatology and improving functioning (see
Kiesler, 1982; Braun et al., 1987).

In the Pairweather Lodge Program (Fairweather et al., 1969), for example,
mentally 111 individuals who lived together in a group hame and ran a
cooperative business were able to remain in the comumity longer than
were similar patients who received only cutpatient treatment. Similarly,
Stein and Test (1985) found that the Wisconsin Training in Cammity o
Living (TCL) model, which features assertive provision of intensive
treatment and suppart in the commity, was very successful in stabilizing
severely mentally 111 persons in the comumnity; these patients had very
low hoepital utilization rates. Stein and Test found that the TCL mdel
greatly reduced hospital admissions and eliminated the "revolving doar

" of repeatad, brief hospitalizations, while greatly improving
individual quality of life.

Other nontraditional cammity-based mental health programe include home
care, foster care, supervised apartment living, board-and-care hames, and
self-help programs (see, for example, Fenton et al., 1979). Effective
cammity programs seem to provide severely mentally ill clients with
"ongoing, rather than time-limited, care and support,” and *assertive
individualized treatment” (Salem et al., 1988).

Although there are many demonstrably effective commnity-based models of
mental health care, such services are not widely available in all
commities. Most cammmities lack an adequate range of supported housing
options and suffer from a lack of coardination among social sexvice
agencies. This fragmentation of the sexrvice system presents a daunting
problem to severely mentally i1l persons who may have trouble negotiating
a camplex bureaucracy. Each of these problems will be discussed in tum.

Camumnity mental health centers (OMCs) were frequently not provided with
incentives to serve long-term, severely mentally ill persons. Many O
amployees were neither trained to work with severely mentally ill clients

nor interested in serving them (Price and Smith, 1983). Rather, many
OMCs emphasized acute (short-term) mental health care and preventive
services for mildly disabled individuals (Bachrach, 1979). Few severely

mentally il) individuals have had access to intensive, long-temm .
commity-based treatment programs such as the Fairweather Iodge or the

TCL programs.



of te Hous

There is agmr_ityof housing altematives for severely mentally ill
persans (U. S. Department of Health and Human Services and Department of
Housing and Urban Development, 1983 Lipton and Sabatini, 1984; Bachrach,
1979).  Such altematives should include staffed transitional housing
programs, foster care, group hames, shared apartments, and indspendent
housing (U.S. Department of Health and Human Services and U.S. Department
of Housing and Urban Development, 1983) .

Inﬂ:eabsaweofagmq:riatespacianzedreaida\ces,mxymunym
persans were discharged or diverted from State mental hospitals to mureing
hames. Between 1969 and 1974, the mmber Of mursing home residents with
mental impairments increased 48 percent, fram 607,400 to 809,500 (U.S.
General Accounting Office, 1977). Of these patients, 37 parcmt received
a primary diagnosis of mental illness or retardation. Nursing home

many
wnneededmthernsdicalcuemrmtmsiveassmtmmwithacuviues
of daily living.

Moreover, because of financial disincentives in the Medicaid program,

National Institute of Mental Health, 1984). s:btitle C of Public Law 100-
203, the Nursing Hame Reform Act of 1987, now mandates camprehensive
mental health screening far mursing hame residents and new admissions, the
developgment of individualized plans of care, and the provision of
appropriate services or discharge to a more appropriate program in the
camumity.

The creation by the Social Security Administration of the Supplemental
Security Incame (SSI) and Social Security Disability Insurance (SSDI)
programs, which provide disabled individuals, including the severely
mentally i1l, with a steady monthly incame, acted as an incentive for the
development of board-and-care hames. RNationwide, approximately 300,000 to
400,000 severely mentally i1l patients now reside in board-and-care homes
(U.S. Department of Health and Human Sexvices and U.S. Department of
Housing and Urban Development, 1983). Many patients were fortunate to
find clean, well-maintained, and supervised facilities. However, same
board--and-care hames were poorly run and maintained, and custodial rather
than therapeutic (Lamb, 1984; Dittmar and Smith, 1983). In 1976, Congress
passed the Keys Amendment (Public law 94-566), which required States to
create and enforce minimm standards for facilities receiving SSI furds
(see also U.S. Deparmaxtofaealﬂxmﬂ&mnSe:vices, 1982).

Stinodmerseverelymtallympersmsleftlapitah farwxgleman
ocoupancy (SRO) units. One study found that 55 percent of patients

fram a psychiatric hospital in New Yark went to live in SRO
hotels (New York State Department of Mental Hygiene, 1979).
Traditionally, SROs have been one of the lowest cost housing altematives

available to persons of marginal econamic status, including a large
10




segent of the severely mentally 111 population. However, the demolition
and canversion of many SROs during the past several years have left many
famer residents homeless. (This topic receives further attention in
Section IV of this report.)

Tack of Coordination of Services

In addition to providing treatment and housing, mental hospitals
ge:mllyp:mdedfocd,cloﬂnng health care, social services, and
perscnal support. In most cammmities, however, severely mentally i1l
persans and their families have had to negotiate complex bureauncracies to
meet even their basic subsistence needs. Not surprisingly, many have been
unable to accamplish this task. Only recently has there been increased
attention to the need for *case management,” defined as *a method of
fixing responsibility for systams cocrdination with ane individual, who
works with a given client in acceesing necessary sexrvices" (Levine ard
Flaming, 1984; see also Rog et al., 1987, and Intagliata, 1982). A case
menager can only perfoom this function successfully, however, if the
nesded sexvices are available; often they are not.

Public law 99-660, the Camrehensive States Mental Health Plamning Act,
addresses same of these problems by mandating that each State develop a
caprehensive plan for providing caommity-based mental health and related
support services for all long-term, severely mentally i1l peraons. The
Act specifically requires that case managament be provided to all severely
mentally ill persons receiving substantial amounts of public funding and
that specialized services for hameless mentally ill persons be
incorporated into the plan.

In addition, the National Institute of Mental Health Cammmity Support
Program (CSP), established in the late 1970s, awards competitive grants to
States to demonstrate and evaluate effective cammmity sexrvices to assist
severely mentally 111 persans in meeting their miltiple mental health,
housing, and suppart needs (Stroul, 1988; Tumer and TenHoor, 1578; Tumer
and Shifren, 1979).

In sunmary, alﬂux;htheamcaptofdeinstimtiammummnmd, its
implementation was flawed in many respects. The camprehensive comumity-
based mental health system that was to accampany the massive reduction of
State mental hospital rolls has never fully materialized. Befare
examining the relationship of these shortcomings to hamelessness among
mentally i1l persons, however, it is important to examine the general
problem of hoamelessness.

11



research literature does provide a sense of the problem’s broed
dimensions (Burt and Cohen, 1989; Institute of Medicine, 1988; Roesi,
1989; Wright and Weber, 1987).

people reparted .
mxch less health insurance—than nonhamless pecpls.
Significantly more hameless pecple in ILos Angelss had alcohol
and/ar drug problems, and in Baltimore, mental health and/ar



substance abuse problems ly twice prevalent among

o Differences in social supports were striking between homeless
arnd nonhameless people.” - Among the hameless pecple in the Chio
study, 45 percent had never married (vs. 25 percent of the
general population), 68 percent had no relatives they could

. camt on for help (vs. anly 8 percent of nonhameless pecple),
and 58 percent reported that they had no friends (vs. only
5 pexrcent of the general population).

Homeless people repart a wide range of reasons for their hamelessness,
including the lack of affardable housing, povexty, the fragmentation of
m,mmmammmw(mmm
Darmis, 1989). These factors are discussed below

E

The most cbvious factor contributing to homelessness is a lack of '
affardable housing. Over the past decades, gentrification of meny urban
neighborhoods has eliminated mamny of the housing options ance available to
indigent and severely mentally i1l individuals. Between 1970 and 1980,
approximately 1 million single-roam ocoupancy (SRO) units—almost cne-half
of the Nation’s total—sere converted to other uses or destxoyed (Levine

and Stockdill, 1986). A study by the New Yark City Humn Rescurces
Mministration (1980) fourd that almost half of city shelter clients (45
percent) cited SROs and lodging houses as their residence.
Between 1970 and 1983, the mmber of single-room wnits in New York City
decreased from 127,000 to 14,000 (Coalition for the Haomeless and SRO

Tenants Coalition, 1985). mmhq@tmumofpmlicm
miummwﬂamddfmmsm

Qamamctdskfarhacuﬂnqhmalmhthemumdm's
incane devoted to housing. The U.S. Department of Housing and Urban

mmmmesmmmgam that while only
about 6 percent of U.S. households spend more than half of their o
housing, almost 48 parcent (6.3 million) of households below the poverty

Dolbeare (1988, Table A-2) estimates that in 1970 there was a surplus of
1.2 million housing units that were affardable (at 30 percent of incame)
to households with incomes under §5,000 (measured in 1983 dollars), and a
surplus of 3 million units that were affordable to households with incomes
under $10,000. By 1983, there was a shortfall of 2 million units for
households with incames under $5,000, and a shortfall of 1.4 million units
for households with incames under $10,000.

13



Foverty

A secard major factor contributing to homelessness is poverty. While the
ofmgdmuvﬁgbalmthepomtylevelmmm
year since the peak of 15.2% in 1983, the decline in recent years (since
1986) has been minimal. The estimate of 31.1 million persons living below
the poverty level in 1988 follows a plateau in this rate begimning in 1986
(Bureau of the Census, 1989). This stabilization can be attributed, in -
part, to unemployment and changes in the structure of the wark farce,
y the shift sway from semi-skilled industrial jobs toward low-

paying, unskilled jobe in the sexvice sector. In 1979, the natiocnal

" unamployment rate was 5.8 parcent; by 1982, the mate had climbed to 9.7

peroent (Bureau of Iabor Statistics, 1988). The unamployment rate has
decreased since then to 5.5 percent in 1988; however, despite this general

inmprovement it is extremely difficult for homeless individuals who may
lack an address, telephone mumber, and appropx-iate clothing, to compete
for ard retain jobs. A 1986 Chio Department of Mental Health stidy of the
housing needs of mentally ill pecple revealed that most exist on a median
income of $3,000 per year.

During the late 1970s and 1980s, the real value of many entitlement
benefits declined. Medisn benefits through the Aid to Families with
Deperndent Children (AFDC) program, for instance, declined by about one-
third in real dollars between 1970 and 1985 (U.S. House Comnmittee on Ways
and Means, 1987). while ane repart (Congressional Research Sexrvice and
Mathematical Policy Research, 1984) linked reductions in Federal spending
to increases in poverty, no infonmtion is available linking these
iaductimstoﬁx:raased}mlesms (U.S. Ganeral Accounting Office,
985).

A thixd factor contributing to homelessnees is the fragmentation of

The application process for public assistance presents many potential
problems for hameless persons. For example, these individuals mery not
have identification because their personal belongings have been stolen or
lost. Many hameless persons lack any means of transportation to the
eligibility office. Still others do not speak English and do not know
anyone who can assist them in applying.

Until 1986, hameless persons could not apply for entitlement benefits
unless they could provide an addrees. However, the Hameless Kligihility
ard Clarification Act of 1986 eliminated the address requirement for

entitlements. Ncw}n:eleuperamsmyuaeaﬂnltarcraptctﬁce
bax as the destination for their checks.

14



Iack of Supports

A fourth mjar factar contributing to hamelesaness is a lack of parsonal
abletéﬁ:ﬂatleasttazpcmry)nmingwithralativasartdxﬂs They
also may be able to borrow money and to rely on family or friends for

emtional sustenance. While pecple in this situation may be living on the
brink of homelessness, they do have same resources to call upan.

mmlesspaoph,bym,mmuhlymhd:s@m,ut
to have exhausted them (Tessler and Dermis, 1989). Relatively little
:aseardutodatehaafomsadmﬂamsalmlaﬁmahiphewamwaak

accampanying
W,mmmp&bly@mmmm&
0.




IV. THE RELATIORSHIP (F DEIRSTTTUTTOSALIINTTON TO HOMELESSRESS

The relationship between deinstitutionaligation and homelessness is .
extremely complex and difficult to analyze. Longitidinal follow-up data
on mentally ill persons who were either discharged or diverted from mental
hospitals are not widely available. Statistics regarding numbers of
patients discharged and diverted tell little about which patients theee
were, where they went, and how they fared. Likewise, although ane-time
interviews with hameless persons may yield information on their present
mental condition and perhaps on the reasons for their hamelessness (which
are usually mltiple and camplex in themselves), they explain little about
the similarities and differences between hamaless mentally ill persons
and other mentally i1l persons who are not hameless.

More definitive information concerning these issues may be farthcoming
through research proposals submitted in response to a December 1988 grant
ammouncement by the National Institute of Mental Health entitled
*Research and Research Demonstrations on Hamless Severely Mentally Ill
Adults and Homeless Families with Children Who Are at Risk of Severe
BEmotional Disturbance.® (These grants will focus on

research, services research, and service systems research.)

This section will first discuss the propartion of the hameless population
with mental illness and the reasons for hamelessness among mentally i1l -
individuals, It concludes with an analysis of the extent to which
deinstitutionalization may have contributed to hamelessness among same
mentally i1l individuals.

from ten studies supported by NIMH betwean 1983 and 1986 suggest

Like all hameless pecple, those who are mentally ill and hamsless report
many reascns for their homelessnees, including the lack of affordable
housing, poverty, fragmentation of services, and lack of spparts. Sevexe
mental 1llness is often just an additional factor that places cne at high
risk of hamelessness (Levine et al., 1986).
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Iack of Affardable Housing

Severely mentally 111 pecple frequently have a marginal economic status.
Disability income or sporadic employment may constitute their only source
of suppart, making it extremely difficult to secure and retain affordable
housing. Periodic hospitalization may add to the difficulty of keeping

ane’s housing.

mmnympaoplamwyuvadmm:gﬂnlming
altematives such as rooming houses and single roam ocoupancy hotels
(Ievine and Stockdill, 1986). They are an extremely vulnerable group and
may have been affectad even more than other indigent populations by the
depletion of this housing stock. Mentally ill and formerly hospitalized
mmoftmvicﬁmofdhcdﬂmﬁmbylmﬂlqﬁsudmighbon

Povexty

Because a substantial propartion of severely mentally i1l parsons do not
hold a job (Tessler et al., 1982), they are mare likaly to be affected by
recctions in public assistance benefits than by reductions in employment
opportunities. smmlmmwnm(sx)mum
approximately one-half of those persons with severe,

iliness (Newman and Struyk, 1987). Although, mnboﬂmpxbuc
assistance programs, SSI benefits have not declined in real value, they
have not kept pace with rapidly escalating housing costs. In many cities
it is impoesible to find an apartment or even an SRO unit that costs less
than an SSI monthly payment.

In 1980, Congress amended the Social Security Act to require pericdic
reviews of SSI recipients to determine their current need for disability
income. Between 1981 and 1982, many mentally i1l persons, although unable
to wark, lost their SSI benefits--often becsuse they were tcoo ill to
ccm:estthemlmg(xayamqi 1985). Of those mentally i1l individuals
who appealed their ts termmination, 91 percent later had their
wﬁiummm(us.mmmummmmm, 1983).
During the temmination pericd, however, many mentally i1l persons were
without income support of any kind, and same may have becare hameless.

Severely mentally {11 hameless persans are often unable to obtain needed
sexvices. In addition to the problems all homeless persons face in ‘
arplying for housing, benefits, and sexrvices, those who are also mentally
111 often confront additional obstacles. They may be especially

vulnerable to stress and unable to cope during a time of crisis. They may
also be stigmtized by sexvice providers who prefar to serve less disabled

It {8 important to note that moet hameless mentally ill persans are
willing to accept assistance (Mcrme et al., 1985). However, sexvice
providers’ perceptions of these clients’ needs often diffar from those of
the clients themselves (Morrissey and Demnis, 1986). A recently campleted
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synthesis of ten NIMH-sponscred descriptive research studies indicates

that clinicians tend to focus on the need for mental health treatment,

while hameless mentally ill pecple tend to emphasize the lack of basic
housing and social supports. These differences in priorities mery be

mlymmwmmummmmmm

For these reasans, mental health interventions must be adaptsd to the
special needs of hameless mentally {11 parsons. The Stewart B. McXinney
Homeless Assistance Act recognized the need for specialirzed mental health
sarvices when it required grantees to provide cutreach and case memagement
to hameless mentally i1l persons. Outreach may be defined as "a sexvice
shich increases the access of a hameless xentally {11 individual to other
needed treatments and services" (Axleroced and Toff, 1987). Outyeach is
often mobile~~that is, cutreach workers contact hameless, mentally 411
individuals on the streets, in shelters, saup kitchens, or day programs.
Outreach programs typically focus on meeting clients’ immediate
subsistence neads, as well as their mental health needs.

Intensive, long-term case memagement is also needed to assist hameless
mentally i1l persans in addressing their multiple needs. Intensive case

*involves a caprehensive, aggressive approach to accessing and
securing basic, health, and mental health servicee for seriocusly mentally
111 individuals who are ‘most in need’—individuals considered at risk of
hospitalization, who lack both an adequate suppart system and independent
uvingakills,ardvhoeiﬂmmtorwinmtwcaumicasmﬂm
own" (Rog et al., 1987).

lack of Supports

Pecple with severe mental illness tend to have fewer family and social
supparts than people without mental illness, and the paucity of such
supports probably contributes to hamelessness. - Although no research is
available to document a causal relationship, same studies do suggest an
association between lack of suppart and hamelessness (Bassuk and
Rosenberyg, 1988; Fischer et al., 1986). The RDMH-supported stidy of the
haml.essmlmkgalssfanﬂﬁntlumlmmnymmhadm

mcre impoverished social supports than other hamelees parsons; those who
were mentally il11 and homeless were less likely to bs in contact with
family ar friends and more likely to have poar relations with theix
family (Tessler and Dennis, 1989).

In summary, due to marginal economic status, difficulty with tasks of
daily living, vulnerahility to stress, or crisis episcdes that may require
trief hospitalization, severely mentally i1l persons face an elevataed risk
of horelessness. Furthermore, once they became homeless, their illnees
can camplicate their many problems.

18
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V. OONCIOSTORS CONCERNING THE REIATTORSHIP BETWEEN
I  AND HOMEUESSNESS

Despite the peucity of longitixlinal data on severely mentally 111 persons
who were discharged or diverted from State hospitals, it is possible to
mke the following general cbservations concerning the extent to which the
dedxmﬁmtiaaliutimponciesofthesutesmyhavamtadto
hamelessness:

1. Mmﬂmﬁmnmim_napimymdm
in general.
Appraximately one-third of the adult hameless population suffers from
‘seveare mental illneas (Teesler and Dernis, 1989). Two-thirds of the
hameless population are not severely mentally 111, and
deinstimtdmnntimhaanmnhﬂmﬂupmﬂajxlmhsms
Rather, their homelessness stems fram other factors, including the

shartage of affordable housing, poverty, fragmentation of services, and
ﬂahckofmlmﬂwdalm

2. lst@imﬁ.mﬁmnn:l, mly—nznymmmmt

" homeless.
vhile few statistics are available to document the residential histories
of persons who were actually discharged ar diverted from mental hospitals,
the mumber of deinstitutionalized perscns far exceeds any reascnable
estimate of the mmber of hameless mentally ill persons. The national
end-of-the-year State hospital population census alone dropped by about
400,000 between 1950 and 1986. Because this figure does not include the
large mmbers of mentally ill individuals who were hospitalized and
released during the course of these years or who were diverted frum State
rupims,itvmlyummﬂemnberofmsdbm
*deinstitutionalized.” Assuming that ane-third of the hameless population
mffmﬁmmmmukmsmﬂmmgthemmm's
middle-range estimate of 600,000 lﬁmms(lm:h, 15988), thexre
would be about 200,000 hamaless rentally this country on
any single day. Alttnnghdeﬁnitivecamtsmmtmihblafareitlnr
deinstitutionalized ar hameless mentally i1l persans, the former far
cutmunber the latter.

3. Deinstitutiomslization contribaotad to hoselessncss among sams
severaly mentally {11 pexsons.
- Deinstitutionalization undoubtedly contributed to the hamelessness of scme
severely mentally {11 persons to the extent that they were discharged or
diverted fram State mental hospitals to caommities without coprehensive
mental health services and residential supports. Although there are many
mdels of effective comunity-based mental health and support sexvices,
the need for theee sexrvices far exceeds the supply.

This is not to say that all hameless mentally i1l persons are homeless
aolalyheamseoftheirdisdn:genrdivmimﬁmammbspim
Generally speaking, the causes of hamelessness cited by severely mentally
111 persons are identical to those cited by other hameless persons:
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The pericd of highest State hoepital discharge ratee (1972-1976) long
p:ecadedthemgmceofrarelesmsasawmaspmadcdsuamm
media coverage and heightened public awareness in the 1980s. Until the
19808, homelees mentally ill parsons were not eepecially visible on city
streets and in shelters. Presumbly, this is because mamy of these
released patients were able to find at least marginal housing or live with
family or friends. The detarioration and disappearance of affardablae
housing, the persistence of poverty, and the hreakdown in sarvices and
supports may have stretched those living at the margin beyond their means
and farced them onto the streets.

4. ‘“Rainstitutionslization® will not solve the prohlem of

persons.
m.instiurr.i.anlizattm, ar the mass return of severely mentally i1l
persans to mental hospitals, has been heralded as a solution to the
problem of hamelessness. This recamendation is flawed, however. Since

population, even the rehcepitalization of all hameless mentally i1l
individuals would not eradicate the problem of homelesaness.

Mmlp:ecipimummof}mlesm,mmﬂummny
111, seen to be the lack of affardable housing, the of
poverty, the fragmentation of the social welfare systam, and the hreakdown
in perscnal and social supparts. Any solution to the problem of
homalessness must address all of these causes in arder to be effective.

Rehospitalization is not medically necessary far most severely mentally
i11 and homeless persons (U.S. Department of Health and Human Services,
1980). The medications and therapies'that spurred deinstitutionalfzation

Y protects wmecessary
hospitalization. A retum to -term custodial care is both clinically
and legally inappropriate when treatment and supports can be made
availableinﬂuecmmmitydmpatiarbscanpudd.pataﬁnlyin
cammity life (Kiesler, 1982; Braun et al., 1981).

Contrary to popular sterectypes, reeearch shows that most severely
mentally ill, hanelees persons do not want to be hameless and that they

are willing to accept assistance if offered in an appropriate mamer
(Mcree et al., 1985). Conprehensive cammmity-based mental health and
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suppart services and residential assistance, rather than
rehoepitalization, are needed to reduce hamelessness amng severely
mentally ill persons.

In summary, the extent to which deinstitutionalirzation has actually
contributed to homelessness is not known. To the extent that multiple
factors (e.g., poverty, insufficient affardable housing, fragmented
services, and insufficient cammity supports) are usually involved in a
person’s becaming hameless, even the mpst extensive research on
tmelesanessmymtqmnﬂfypm:taelythezehtivaomtdh:dmof
deinstitutionalization to tmelesmsuomoadtoﬂaa:ntﬂhxtimof
these other factors.



VI. FECERAL INITTATIVES ON BEEALF OF HOMELESS MERTALLY IIL PRRSORS

A wide range of Federal programs provide assistance to homaless mentally
{1] perscons and severely mentally i1l persons at risk of hamelesaness.
This section touches very briefly an the most relevant Fedaral programs
that are available to all indigent persons, then focuses upon mental
health initiatives, followed by programs for the hameless mentally il).

This section also examinas scome with these current Federal
initiatives and the status of research.
MM

»Aﬂmughdisamimofaocnluam:epmgmmnablatomlmsmﬂ
mentally ill persons goes far beyond the focus of this report. However,
several important areas of Federal involvement merit special mention, as
follows: .

The Medicaid program provides Pederal reimbursement far health and mental
‘health care to indigent persons. Medicaid mental health coverage is
limited. It only covers psychiatric inpatient sexrvices in

hoepitals, not State ar private freestanding psychiatric hospitals, for
patients between the ages of 22 to 64. Medicaid also covers unskilled
nrsing hare care for destitute patients of all ages; this coverage has
given States an incentive to transfer mentally ill patients to mursing
hames where they often do not receive the treatment they need, because it
is not reimbursable. The Nursing Hare Reform Act of 1987 is an attempt to
discourage inappropriate placeament of mentally ill persons in murasing
homes by mendating a mental health screening process. Mentally i1l
parsans who do not require mrsing care will be denied admission to
mosing homes. It is unclear, however, where these patients will go
instead; same will undoubtedly return to State memtal hospitals.

The Medicaid prugram also offers a "Hare and Comamity-Based Waiver® at a
State’s option. Under the waiver program, Medicaid reimburses long-term
care, including mental health treatment, ocutside of a mursing hame if the
State shows that the care prumises to be less costly than equivalent
treatment inside a musing haoms. As of 1986, only four States had been

waivers for services for severely mentally ill persons (Toff and
Scallet, 1986). The difficulty of demonstrating a cost savings acted as a
disiroaﬁve,mﬂmrtly,mxystatesmﬁmﬁadfxmapplykqfora
~“waiver,

Under the Consolidated Budget Reconciliation Act of 1985, States were
given the option of providing Medicaid reimbursement for case management
in the cammity. More recently, Congrees autharired States to reimburse
autreach ard other nontraditional mental health services provided cutside
the caomnmity mental health center. PBoth of these Medicmid reforms will
improve the quality of care to severely mentally 111 persons by
reimbursing services that are more appropriate for this population.



The Social Security Administyation operates two of the most
programs for disahled persons, including the mentally ill: the Social -
Security Disahility Insursnce (SSDI) and Supplemental Security Income
(SSI) pxrograms. Persons who have paid into the Social Security fund or
\dbmba\eﬁmnesofsudxaperemme.ugihlswmiwrm
others are eligible to receive SSI. SSDI and SSI are entitlessnt programs
ﬁ.xaddisahﬂ.itybmeﬁtstomllydiuhlsdpm\tnm
unable to work. In most states, SSI eligibility makes one categarically
eligible for Medicaid, and SSDI eligibility entitles ane to Medicare
coverage. Along with its State complement, sametimes known as “general
assistance,* SSI ar SSDI may constitute a mentally ill person’s only
source of incame. Unfortumately, SSI and SSDI payments have not kept up
with housing costs in most cities, making it extremely difficult for
recipients to cbtain and maintain housing.

m:muy,mmmmmwwfmwuﬁﬂw
entared the hospital for brief treatment; sametimes veestablishing
.eligihility tock several months, and individuals lost their housing in the
interim. Until recently, SSI recipients also lost their benefits if they
spent more than 3 months at an anergency shelter. Now hameless

xay retain their SSI benefits for 9 months, which is still less time than
it takes most hameless mantally ill persons to £ind housing.

PBoth SSY and SSDI place limits on the amunt of external assistance a
recipient may accept befare losing benefits. If SSI recipients live with
family members or friends, for example, their benefits are reduced by ane-
third. This penalty acts as a disincentive to share housing and
increases recipients’ risk of harelessneses. Upon reaching a cexrtain
eamings level, SSI/SSDI benefits are revoked entirely, and along with
tham, Medicaid/Medicare eligibility. Since it is difficult for severely
mentally ill persons to obtain private health insurance which covers a

housing
Section 8 program provides rental assistance to landlords en bshalf of

low income tenants. Residents pay up to 30 percent of their ..
Smtmrdﬂnm,uﬂnnvdllsubsidinthemtdﬁnmt,up
to local fair market value. Most Section 8 assistance is available
and allows tenants to locate

1f the resident chooees to move, the

mmlﬁthﬂmntherﬂmmmmgwithmemum
Same Section 8 assistance is tied to particular smlti{-family

;
]
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populations, and reserves Section 8 certificates for each unit. The -
Secdm2029zcgmisdaaigaedtocraateluga-emlatxngngata)nwmg
for the elderly, not the amil, scattered-site housing that same believe
is more desirable for mentally ill individuals (Ban-Dashan et al., 1982).
In addition, the program does not place heavy emphasis on the provision of
an-site suppartive sexrvices. As a result, it has not been widely used for
the mentally i1l population.

The Alcohol, Drug Abuse, and Mental Health Services (AIMS) Block Grant
, which was established in 1981, provides formila grants to States
far caommity-based mental health services. In 1988, $238.1 million were

-11.._&..4 & ‘&“-% Statas fﬁ t‘h{- m mnet n“f -.‘anhin st 1} ul!-{mfa'lu

smtmduﬂwmicuatmﬁtymlhmlthm
Although thare is no set-aside within the ADMS block grant program for
sexvices to severely mentally ill parsons, this population is listed as a
priority. The AIMS block grant permits the States broad discretion in the
use of furds and imposes only minimal reporting requirements. As a o
result, it is difficult to know what proportion of AIM funds support
services for long-term, severely mentally i1l persons.

The National Institute of Mental Health Comamity Support Program (CSP)
was established in the mid-1970s. CSP awards canpetitive grants to States
to develop and demnstrate "comumity support systams" to assist severely
mentally ill persons in meeting their multiple mental health, housing, and
social neads (Stroul, 1988; Turmmer and TenHoor, 1978; Turmer and
Shifren, 1979).

Public Law 99-660, the State Comprehensive Mental Health Services Plan Act
of 1986, requires that States develop plans for "crganized commmity-based
systems of care,” including case management, for severely mentally i1l
individuals, and that they submit an anmial plan describhing the
implementation of such a systam. The Act also requires that States plan
mmucmmmmmmmmnym

persms.

Initiatives Targeted to Homless
- . - | Bmlees Mentally I1 B . —

Public lLaw 100-77, the Stewart B. McXimey Homeless Assistance Act,
authorized funding for a cagprehensive range of services for the
homeless. The Act included the following mental health provisionss
Section 611 authorizes a BRlock Grant Program for Sexvices to Hamaless
Individuals Who Are Chronically Mentally Ill. The block grant progrem is
ammmetittvegmrtpmgmcbsignedtomstamumhfmmr
five services: outreach, case management, mental health treatmsnt,
support and supervisory sexvices in housing for hameless mantally 111
perscns, ard training for service providers. Block grant funds are
ulnmtedmansutesmﬂta:ﬁ.tad.esmafmxhham,w
toward urben areas.
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Section 612 autharizes a Comamity Mental Health Services Demonstration
Program for Hameless Individuals Who Are Chronically Mentally Ill. This
is a campetitive grant program intended to encourage the development and
evaluation of immovative services for hameless mentally ill parsons. The
FY 1987 appropriation of $9.3 million was used to fund 12 dammstration
projects. Nine of the projects were designed to provide a comgzmbsnsive
set of services to homeless mentally ill adults; three smaller projects
focused on more discrete interventions for hameless families with children

program. ,
xmanagement; mental health treatment; staffing and operation of supportive
living programs; and menagement and administrative activities.

Subtitle C of the McKimmey Act autharized two new housing programs within
HD: the Transitional Housing Program and a program of Permanent Housing
for Handicapped Homeless Parsons. Ruds were available on a copetitive
basis under both programs for acquisition or rehabilitation of buildings
to be used as residences for *deinstitutionalized hamless individuals,
homaless families with children, and hameless individuals with mental
disahilities and other handicapped homeless persons.® Punds were also

available for operating costs under the transitional housing program.

Research on the Hameless Mentally 11 Pooulation

within NIMH, there has been a strong emphasis an research and evaluation
as comerstones for service development. As discussed earlier, between
1982 and 1986, NIMH sponsored 10 descriptive studies of the
characteristics and service needs of the hameless mentally i1l population.
CQurrently, NIMH is conducting an implementation evaluation of the 12
cammity mental health demonstration projects established under the
McKimney Act. In addition, in Decamber 1988, NIMH amnounced the
availahility of funding in fiscal year 1989 for "Research and Research
Damcnstrations on Hameless Severely Mentally Ill Adults and Homelees
Families with Children Who Are At Risk of Severe Ewotional Disturbence.®
In caning years, NIMH plans to support investigator-initiated
mmmmmmmmmmfm
damnstrations that can contribute to more effective delivery of mental . .
health and related services and treatment both to severely mentally 111
hameless adults and to homeless families and children.



VII. ACTION STEPS

Our review of research on deinstitutionalization and its relationship to
homelessness suggests that deinstitutionalization is only ane of many
factars contributing to hamalessness among mentally ill persons. However,

‘for the many reasans described earlier in this report, the mentally i1l

are overrepresanted among the haomeless.

Severely mentally ill individuals who are hameless require a range of
housing and cammity suppart sexvices in addition to mental health

treatment. In our present system of care, responsibility for meeting
thaeemltiplemsdsisgmemnyfmgnxtaimdiﬁmlmof
Govermment, between the public and private sectar, and among different
health, mental health, housing, and other lnrman service agencies. Our
findings suggest, too, that Pederal programs often inadvertently create
barriers and financial disincentives to appropriate care.

Further steps that the Department of Health and Humen Services intends to
take as a result of this review, in cxder to provide lsadership to assaist
States and comnmities to respond better to the needs of the hameless
xentally {11, ares )

© The Department of Bealth and Rxen Services will be
amouncing a new round of FY 1990 Mental Health
Damcnstration projects using McKinney Act and other
PHS resources to improve treatment and care of
severaly mentally ill individuals who are hameless or
at risk of becaming hameless; and

© The Department of Health ard Bumen Sexrvices will be
collaborating with HUD on programs and projects which
canbine Mental Health treatment with housing
assistance.

In addition, the Department of Health and Huren Services has accepted a
reccomendation fram the Director of NIMH that a Task Force on Severe
Mental Illness and Hamelessness be farmed to prepare a plan for Pederal
resaarch to systamatically examine:

-memmﬂpremtjmctmlmsmgmly - --
mentally {11 persons;

 ~The prevalence and types of major mental illnesses among the
hameless population;

| <JThe causes and treatment of severe mental illnees;

-Effective approaches for providing treatments and coordinating
services to severely mentally ill persons, including those who
are hameless; and

-Factars that impede access of severely mentally {11 persons,
particularly those among them who are hameless ar at high risk
of homelessness, to housing, mlhenlﬂt,irmnmt ard
hxan services programs.
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Comncil an the Homeless so that the Exacutive Branch can cutline a course
of action (including legislative proposals, regulations, and/or Bxecutive
branch programs) so that States and localities can better meet the
housing, mmm,mnmtmamuuymmmm
homeless mentally ill persons.

The Stewart B. McKimmey Homelees Asasistance Act established the Fedaral
Interagency Council on the Homeless to coordinate all federal programs for
hareless persons, and provide tedmical assistance to states, local
govermments, and other public and private nonprofit arganizations which
are serving hameless persans. The Task Farce on Severe Mental Illness and
Hamelessness will have a distinctively different mandate. It will focus
not on hamrelessness broadly, but upon hmelesaness among severely mentally
il]l persons. By addressing the systemic problems that make severely
mentally ill people particularly vulnerable to hamelessness, this could
help abate the growth of this sizeable segment of the hameless population.
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AFPRNDIX A: DEFINITIONS

Severe montal {llness: NIMH dafines "severe mental illness® accoxding to
three criteria: diagnoais, level of disability, and ciration of
disability (Goldman, Gattozzi, and T=ube, 1981; National Institute of

Mental Health, 1987a). Diagnoses associated with severe mental illness
include , derression, menic-depression, and parscnality
disorders. Al cognitive impairments, such as demantia, are

assistance, poor hygiene, and inappropriate behaviar. The duration
dimension refers to a psychiatric disability that has lasted or can be

expectad to last 1 year or longer.

Deinstitutionalisation: “Deinstitutionalization® refers to an overall
reduction in the use of State mental hospitals and a general increase in
the use of comumity mental health services that has cccurred over the
30 years. The course of deinstitutionalization has varied from Stats
State, but is generally characterirzed by four genexal trends. PFirst,

primary
shelter, a “tamporary institution for individuals intended to be
institutionalized, or a public or private place not designed for, or
ordinarily used as, a reqular sleeping accommodation for human beings.*®

Episocde: An "episcde® is a single instance of mental health care for one
irdiividual, measured from point of admission to point of discharge. A 4-
day hospitalization constitutes ane episcde, as does a 3-month
hospitalization. A sexries of regular visits to a camumity mental health
canter constitutes one episcde of mental health care as wall. From a

hospital’s perspective, the mmber of episcdes of inpatient mental health
a3






